Five hundred subjects with symptomatic limb joint osteoarthritis, who had been referred to a rheumatologist, were enrolled into a continuing study. 
Osteoarthritis is the commonest form of joint disease.' It is related to age, and an increasingly important health problem in an older, generally fitter, more health conscious society. Excluding the spine, the three joint sites most often affected are the hip, knee, and hand. 2 Surprisingly little is known about osteoarthritis, which remains difficult to define, characterise, or assess. Epidemiological studies implicate six main risk factors: age, inheritance, obesity, trauma, abnormal biomechanics, and alterations in joint shape.3 4 Probably, however, differences exist in the relative importance of these factors in the two sexes, and at different joint sites.5 Clinical studies of osteoarthritis have largely been concerned with a single joint site, such as hip or knee disease, generally divided into two main categories-primary (no obvious cause) or secondary (an apparent predisposing factor identified). The cause of osteoarthritis is clearly multifactorial, however, and the distinction between primary and secondary disease is blurred.6 Most of the available clinical and epidemiological data are cross sectional, little being known about the natural history of this condition.
In 1985 we embarked on a prospective study of symptomatic osteoarthritis of the limb joints. This paper reports on cross-sectional data obtained at the time of patient recruitment, analysed by age, sex, and the distribution of symptomatic joint sites.
Patients and methods
Five hundred consecutive patients with limb joint osteoarthritis were recruited into the study. All had been referred to the rheumatology unit of the Bristol Royal Infirmary by local general practitioners or consultant colleagues. The diagnosis of osteoarthritis was made by one of the authors (PD) before study entry and was based on a combination of typical radiographic features (including joint space narrowing) plus symptoms and signs compatible with osteoarthritis (including pain related to use) in at least one limb joint. In all cases the osteoarthritis was considered to be the primary rheumatological problem, though those with other disorders were not excluded.
One observer (JC) interviewed all the patients according to a set protocol. Historical details included the age, sex, and occupation of all patients, the duration of joint symptoms and symptomatic joint sites at the time of the interview. The joint(s) considered by the patient to be the major or worst sites were noted. Details of symptoms (pain, stiffness, and disability) were Seventy two patients (14-4%) had some other disorder of the musculoskeletal system in addition to their osteoarthritis. There was a wide spectrum of such conditions, of which the commonest was gout (12 men, 2-4%). In each case it was thought they were associated conditions rather than causes of the osteoarthritis, and they were commonest in the older patients. Eleven patients (2-2%) with definite or classical rheumatoid arthritis (American Rheumatism Association criteria7) were entered into the study. In each case the rheumatoid arthritis had developed after the onset of symptomatic osteoarthritis, and the latter was still considered to be the principal problem.
The most common extra-articular associations were hypertension and obesity ( This paper reports the cross-sectional data obtained from 500 patients diagnosed as having peripheral joint osteoarthritis in a hospital based rheumatology unit. The purpose of this report is to examine the hypothesis that subsets of osteoarthritis can be defined by demography and joint distribution, and to examine the validity of the concept of a generalised form of osteoarthritis. To that end the associations and interrelations of osteoarthritis at each of the major peripheral joint sites have been recorded.
The patient group is unlikely to be representative of osteoarthritis in the community. The patients were all referred to consultant rheumatologists in Bristol or Bath, and then channelled to the one local unit with a special interest in the disease. They may well have more severe osteoarthritis, or be more demanding people, than most; they may exclude an important group referred directly to orthopaedic surgeons. If a large number are examined, however, some examples of most of the important manifestations of the condition should be included. Furthermore, the age and sex distribution of our patients is not inconsistent with that of other hospital surveys,'3 and similar to that seen in community based studies of osteoarthritis,3 suggesting that our patients are not entirely unrepresentative of the problem as a whole. An overall female preponderance and a wide range of age of onset with a mean around the sixth or seventh decade has been described in other studies. 4 5 The data reported here provide a comparison of patients of different age, sex, or joint complaints. This was facilitated by careful data collection. Entry to the study was controlled by one of the authors (PD), and the historical and examination data were all collected by the other (JC). As a result, any apparent differences in associations between patient groups should be of value, though the absolute numbers with a particular feature cannot be regarded as meaningful.
For the purposes of this study osteoarthritis was diagnosed if the patient complained of pain related to joint usage, if the radiographs of that joint(s) showed evidence of osteoarthritis (including joint space narrowing), and of obesity in our series is much higher than that found in a recent United Kingdom community survey. 21 Heberden's nodes are often used as a marker of so called generalised or nodal osteoarthritis. 1 22 Population surveys suggest, however, that they become extremely common in older women, with a far higher incidence than that of symptomatic osteoarthritis.23 In this series they were usually, but not always, seen in those with hand disease. They were also commonly present in those with osteoarthritic knees and other symptomatic joint sites (except the hips and ankles) who did not have hand problems. This strengthens the data indicating that hip osteoarthritis behaves differently from that of other sites, but it undermines the concept of a distinct subset of nodal osteoarthritis. The high incidence of multisite disease associated with being overweight, hypertensive, and having Heberden's nodes suggests that most subjects with osteoarthritis have a background systemic predisposition to their disease, resulting in localisation to a limited number of joint sites which is associated with age. Age was also the main association of chondrocalcinosis and abnormalities of blood tests, none of which showed any clear relation with disease at a particular joint site(s). Previous reports of distinctive forms of inflammatory, erosive, or generalised osteoarthritis may reflect disease severity rather than specific subsets. 24 The most significant finding is the strong statistical association between knee and hand disease in women. This indicates that the distribution of osteoarthritis, although dependent on age and sex, is not random. It is also strong evidence for a major generalised or systemic component in the aetiology of many cases of osteoarthritis. This work is supported by the Arthritis and Rheumnatism Council. We would like to thank Mrs Sara Browning for organisational and secretarial help, and consultant colleagues for allowing us to study their patients. 
